ABSTRACT: Eighty-five Portuguese children, aged 12 to 30 months, placed in residential institutions were assessed to investigate the influence of variations in the institutionalization experience of social withdrawal behavior, after taking into account potentially confounding individual characteristics and pre-admission experiences. In light of the limited attention in institutionalization research on social withdrawal, the determinants of the identified predictors of withdrawal symptoms also were examined. Current quality of care experienced in the institution, operationalized in terms of the absence (vs. presence) of a preferred attachment relationship, predicted social withdrawal, such that absence of such a relationship forecasted greater withdrawal. Moreover, existence of a preferred attachment relationship was itself predicted by better child socioemotional functioning, greater caregiver sensitive-responsiveness, and better quality of individualized care provided by the staff.
rate and intensity of interactions (Brazelton, Koslowski, & Main, 1974; Puura et al., 2010; Weinberg & Tronick, 1994) . In fact, relational withdrawal may be the infant's way of handling the interruption and/or violation of his or her expectations within caregiverchild interactions (Murray & Trevarthen, 1985; Puura et al., 2010) . Persistent social withdrawal, however, is less common and is a distress signal, especially when accompanied by negative affect and/or limited positive emotion (e.g., smiling) or interest (e.g., eye contact) (Guedeney, 1997 (Guedeney, , 2007 . Social withdrawal behavior may even reflect more serious and even organic relationship disorders (Dollberg, Feldman, Keren, & Guedeney, 2006; Guedeney & Fermanian, 2001) , particularly when it leaves the child unavailable for interaction and the developmental opportunities it affords. Therefore, according to Guedeney et al. (2011) , a withdrawal reaction may be a vital element in the infant's repertoire of behavioral responses to stress, and appears to be a key alarm symptom, with consequences for the child's longer term developmental trajectory.
Research has underscored the role of sustained withdrawal in the early onset of psychopathology (Guedeney, 1997 (Guedeney, , 2007 . Children may appear socially withdrawn in a number of clinical disorders such as autism spectrum disorders, posttraumatic stress syndrome, anxiety, and depression (Dollberg et al., 2006; Guedeney, Dumond, Grasso, & Starakis, 2004; Guedeney, Foucault, Bougen, Larroque, & Mentré, 2008) . Moreover, infant social withdrawal is associated with attachment disorders (Guedeney, 1997; Zeanah, Boris, Bakshi, & Lieberman, 2000) and compromised cognitive and language development in toddlerhood (Milne, Greenway, Guedeney, & Larroque, 2009) .
Having considered the nature and developmental sequelae of social withdrawal behavior, it is important to consider its determinants as well. Being premature, male, adopted, and living in foster care are all risk factors for infant social withdrawal (Guedeney et al., 2008; Guedeney, Marchand-Martin, Cote, Larroque, & the EDEN Mother-Child Cohort Study Group, 2012) . Regarding child's characteristics, Dollberg et al. (2006) showed that unpredictable temperament is associated with a tendency to rely on sustained withdrawal reaction in response to the social environment. Interactive effects of temperament and parenting also can account for social withdrawal behavior (Rubin & Coplan, 2004) .
Recently, Mäntymaa et al. (2008) found that infant's social withdrawal behavior is associated with depressed maternal behavior, possibly resulting from poorer quality of mother-child interaction (Tronick & Weinberg, 1997) . Evidence also has indicated that withdrawal symptoms are related to maternal anxiety (Matthey, Guedeney, Starakis, & Barnett, 2005) , lower sense of parental self-efficacy (Dollberg et al., 2006) , and poorer quality caregiving. Specifically, mothers of withdrawn infants are more intrusive (Dollberg et al., 2006) and less attuned to their infant's needs than are other mothers (Murray, Fiori-Cowley, Hooper, & Cooper, 1996) .
SOCIAL WITHDRAWAL BEHAVIOR AND INSTITUTIONAL REARING
Several factors can have a detrimental effect on children's early social and emotional development, such as early disruptions in the parent-child relationship, inadequate parental care, or living in an environment that is insufficiently stimulating (Guedeney et al., 2011) . Thus, it is not surprising that there has been a steady accumulation of empirical and clinical evidence documenting links between early institutional rearing and children's socioemotional difficulties and increased risk of psychopathology (e.g., Bos, Fox, Zeanah, & Nelson, 2009; Fisher, Ames, Chisholm, & Savoie, 1997; O'Connor et al., 2003; Smyke et al., 2007) . Recently, multiple studies on institutionalized and adopted children have revealed a link between children experiencing early adverse care and indiscriminate friendliness (IF) (Oliveira et al., 2012; Rutter, O'Connor, & the English and Romanian Adoptees Study Team, 2004; Smyke, Dumitrescu, & Zeanah, 2002; Zeanah & Fox, 2004 ). Yet, in contrast to IF, what might be regarded as the opposite tendency, social withdrawal behavior has not been a focus of recent work on institutionalization, even though it is frequently observed in clinical settings (Dollberg et al., 2006) . In this report, we address this lacuna, examining potential effects of institutional rearing on social withdrawal behavior.
The lack of focus on social withdrawal behavior in what might be regarded as the second or modern phase of research on institutionalization stands in contrast to the first phase of work, as revealed in several classic studies on the topic (Bowlby, 1944; Goldfarb, 1945; Provence & Lipton, 1962; Spitz, 1945) . After observing and recording what happened to a group of infants deprived of parental care, René Spitz (1946) described a set of symptoms for which he coined the term anaclitic depression. Infants suffering from this condition were unresponsive and apathetic as well as sad, apprehensive, and withdrawn, even though their basic physical and medical needs were met. In line with Spitz's observations (1945 Spitz's observations ( , 1946 , Goldfarb (1945) reported that children with early institutional experience were more often emotionally withdrawn in early adolescence than were children reared in their nuclear families. Provence and Lipton (1962) also found that infants, while institutionalized during their first year of life, displayed a reduced range of emotional expression and tended to not address or approach their caregivers in the institution, even when in distress. Tizard (1977) and Tizard and Rees (1975) also noted that institutionalized children who had been admitted to a residential nursery before the age of 4 months were largely unresponsive and emotionally withdrawn at age 4 years and 5 months.
Although the classic research on institutionalized children has attributed their withdrawal-and other disturbances-to institutionalization itself, given how deprived most of these contexts were, the fact is that many noninstitutional factors also may have played a role. These include genetics (Caspers et al., 2009) , prenatal exposure to alcohol (Landgren, Svensson, Strömland, & Grönlund, 2010) , and individual experiences within the biological family prior to institutionalization, such as poverty, abuse, neglect, parental substance abuse, or mental illness (Kelly, Day, & Streissguth, 2000; Kobak, Cassidy, Lyons-Ruth, & Ziv, 2006; Miller, 2005) . Even today, few studies of institutionalized children have assessed the role of such forces when it comes to disturbed and disordered behavior among institutionalized children, something the present inquiry is designed to do. One study meriting consideration, though, has found that children admitted to Greek orphanages because of family disruptions had an increased risk of emotional/behavioral difficulties relative to either children admitted into care for family financial reasons or noninstitutionalized controls (Vorria, Rutter, Pickles, Wolkind, & Hobsbaum, 1998) . Such results clearly have underscored the importance of taking into account pre-institutionalization experiences before attributing problematic functioning, including social withdrawal behavior, to experiences in the institution itself.
In any event, research consistently has indicated that the quality of institutional care is one of the most important factors predictive of individual differences in institutionalized children's emotional and social development (Bakermans-Kranenburg et al., 2011; Smyke et al., 2007) . Institutional care has been commonly characterized as a multilevel deprivation experience, involving several deficits not only in cognitive and motor stimulation as well as medical and nutritional care but also in the opportunities for social interaction and individualized caregiving (Hodges & Tizard, 1989; Sonuga-Barke et al., 2008; Tizard & Hodges, 1978) . Indeed, in Muhamedrahimov's (2000) study, the socioemotional environment of children in Russian baby homes was characterized by severe deficits in the sensitivity and stability of caregivers. Caregivers rarely initiated social interaction, provided little warmth and affection, and rarely responded promptly to infants' emotional distress. The absence of a special or "primary" caregiver as well as few opportunities for social and emotional exchanges with caring adults sadly characterizes too many institutional settings (Miller, 2005) ; this is so even when reasonable adequate conditions exist regarding human resources and the meeting of basic needs concerning nutrition and hygiene. Vorria et al. (2003) found, for example, that Greek institutionalized infants spent most of their time in bed and, therefore, had little opportunity to interact with a caregiver.
Staff turnover and high infant/caregiver ratios are serious problems in many institutions, making it difficult, if not impossible, for the child to establish a long-lasting and unique relationship with a significant other. Sometimes, this has been due to the fact that staff have been overburdened (e.g., too many children, too few caregivers, or too much staff turnover) (Provence & Lipton, 1962) . Other times, however, it was due to the fact that caregivers were discouraged from forming any type of emotional attachment to the children (Tizard, 1977) . Some decades ago, Provence and Lipton (1962) noted that child characteristics of individuality, such as premature birth, may play an important role in determining which children are more and less adversely affected by the institutional care experience, and this may well be because characteristics of individuality (e.g., attractiveness, genetics, temperament) influence the care that the child receives (Bakermans-Kranenburg et al., 2011; Vorria et al., 2003; Zeanah & Fox, 2004) . Not inconsistent with this claim is evidence from a study of foster mothers and their foster children that the anticipated effect of sensitivity on attachment security varied depending on the child's shyness (De Schipper, Oosterman, & Schuengel, 2012) . Findings such as these underscore the possibility that children may differ in their vulnerability to institutional caregiving deprivation, depending on genetic predispositions (Stevens et al., 2009) or other factors that might influence the nature and quality of care that they receive, which in turn may affect the child-caregiver relationship (van IJzendoorn et al., 2011) .
CURRENT STUDY
In 2009, a total of 9,563 children younger than 18 years of age were living in residential institutions in Portugal (Instituto de Segurança Social, 2010), of which 850 were under 3 years of age. Data collected in the same year have shown that the majority of these children (57%) spent more than 2 years in the institution, and a significant number of children (37%) remained institutionalized for more than 4 years. Although social and emotional sequelae of institutional rearing have been extensively studied by the international scientific community, there is a lack of research addressing this topic in Portugal.
Therefore, and in light of the limited attention paid to social withdrawal in recent research on institutionalization and the lack of work taking into consideration the role of pre-institutional family factors before considering effects of contextual and relationship features of the institution, the first aim of the present inquiry was to explore etiological factors associated with social withdrawal behavior in Portuguese institutionalized children, aged between 12 and 30 months. The second aim of this study was to explore the determinants of the identified predictors of social withdrawal. Incorporating a multiple-levels-of-analysis perspective (Cicchetti & Blender, 2004) , the current work is the first to investigate potential predictors of social withdrawal behavior in institutionally reared children, and of the identified predictors of social withdrawal, including the etiological role of early family risk factors, as well as of individual and institutional care characteristics, crucial for the growing understanding of competent social and emotional functioning in the face of significant adversity.
METHOD

Participants
The participants in this study were 85 institutional-reared children and 65 institutional caregivers.
Institutional-reared children. Eighty-five children (44 boys, 51.8%) placed in 19 Portuguese institutional care centers participated in this study. Participants were recruited for a broader research project, and were 12 to 30 (M = 19.22, SD = 6.22) months of age by the time of assessment. Age at admission to the institution varied from 0 to 24 (M = 8.16, SD = 7.38) months. The reasons for the child being withdrawn from the family and placed at the institution were diverse: negligence, including a myriad of social and economic situations that prevented the family from assuring the child's safety and basic needs (n = 26; 30.6%), lack of parental skills (n = 25; 29.4%), severely limited socioeconomic resources (n = 1; 1.2%), parental psychopathology/mental retardation (n = 8; 9.4%), child physical abuse (n = 5; 5.9%), child abandonment (n = 14; 16.5%), family violence (n = 5; 5.9%), and sexual abuse (n = 1; 1.2%).
Twenty-five percent (n = 21) of children came to the institution directly from the maternity ward, having no experience of living with their biological (or any other) families. Among the children who lived with their families prior to institutionalization, 27.4% (n = 17) were no older than 6 months when institutionalized, 32.3% (n = 20) were 7 to 12 months old, and 40.3% (n = 25) were between 13 and 24 months old. The length of time in institutional care varied from 5 to 29 (M = 10.58, SD = 4.43) months, with 35.3% (n = 30) institutionalized for 1 year or more.
Assigned caregivers. Sixty-five institutional caregivers participated in the study (62 women, 95.4%) and were between 20 and 56 years of age (M = 36.32, SD = 10.14). Twenty (30.8%) of the 65 participating care providers were caregivers for more than one child. The maximum number of children with the same assigned caregiver was 4. The majority of caregivers (n = 41; 63.1%) did not receive any kind of specific training for their caregiving role. Six caregivers (9.2%) completed primary school, 9 (13.8%) finished Grade 6, 27 (41.5%) completed Grade 9, 18 (27.7%) graduated from high school, and 5 (7.7%) graduated from university. Caregivers worked, on average, for 7.45 hr per day (SD = 2.65) and 5.49 days a week (SD = 1.00).
Procedure
The present study is part of a larger research project on institutionalized children in Portugal (Oliveira et al., 2012) . After approval by Portuguese Social Services and the National Commission for Data Protection, the study was presented to the staff at each institution. Written informed consents were obtained from the biological parents, institution directors, and participating caregivers. After determining which children were eligible for study participation, the research team consulted institutional staff to determine the caregiver assigned to each child. Staff suggestions were confirmed by naturalistic observations of the research team. When the staff could not determine a caregiver with whom the child developed a special relationship, a caregiver that who the child well and was present in children's daily routines was selected to integrate the present study's assessments as the assigned caregiver to that child.
All assessments were conducted at the institutional setting. Observational data were obtained to assess children's social withdrawal behavior, caregiver sensitivity responsiveness, and the quality of institutional care. To enable characterization of children's early family risk circumstances prior to institutionalization, research staff gathered data from each institutionalized child's file. A trained examiner assessed each child's mental development, and the participating caregiver provided information on the child's temperament and socioemotional functioning.
Measures
Child assessment
Developmental status. To assess cognitive, language, and motor development, the Bayley Scales of Infant and Toddler Development, Third Edition (BSID-III; Bayley, 2006) were administered by trained examiners. The BSID-III is an individual measure to assess the developmental functioning of infants and toddlers. Each subscale (Cognitive, Language, and Motor) includes a series of items that are administered and scored as 1 if successfully completed by the child. A summed raw score is then computed, and the percentile ranks are determined for each subscale.
Social withdrawal behavior. The Alarm Distress Baby Scale (ADBB; Guedeney & Fermanian, 2001 ) was used to assess children's social withdrawal behavior and was completed by raters based on a 5-min segment of children's behavior during the administration of the BSID-III (Bayley, 2006) . The ADBB requires that an unfamiliar adult initiate interaction with the child in the presence of the caregiver. The scale consists of 8 items (e.g., Item 5 -observer assesses the lack of vocalization expressing pleasure, but also lack of vocalization expressing displeasure or pain; Item 6 -observer assesses the sluggishness of response to pleasant or unpleasant stimulation during the examination), rated 0 (No usual behavior) to 4 (Severe unusual behavior). The total score is calculated based on the sum of the child's score in all items; higher scores are indicative of higher levels of social withdrawal behavior. In this sample of 85 institutionalized toddlers, the ADBB mean social withdrawal score was 3.23 (SD = 3.58, Mdn = 2, range = 0-17). Two independent teams of graduate students, previously trained by a Portuguese specialist, coded the interactions. Interrater agreement was calculated based on 37 video clips and proved to be more than adequate before consensus scoring of disagreements on ratings (ICC mean r ic = .98, range = .92-1.00).
Temperament. To assess child's difficult temperament as perceived by the caregiver, the Infant Characteristics Questionnaire (ICQ; Bates, Freeland, & Lounsbury, 1979; Portuguese version, Magalhães et al., 2010) was completed by the assigned caregiver. This questionnaire includes 32 items, rated on a Likert scale of 1 (optimal score for positive temperamental traits) to 7 (less optimal). Only the difficult dimension, composed of nine items (Cronbach's α = .72), was used in the present study; reliability and validity have been established (Bates et al., 1979) . Scores are totaled and compared with empirically derived cutoff points. Higher scores indicate a more difficult temperament.
Socioemotional functioning. The Ages & Stages Questionnaire: Social-Emotional (ASQ:SE; Squires, Bricker, & Twombly, 2002a; Portuguese version, Candeias, 2010 ) was completed by the child's assigned caregiver to assess children's skills and difficulties regarding social and emotional functioning (e.g., "Does your child look at you when you talk to him?" "Does your child cry, scream, or have tantrums for long periods of time?") . The discriminant validity of the instrument between risk and well-functioning children, regarding socioemotional development, has been empirically demonstrated (Squires, Bricker, & Twombly, 2002b) . Four age-appropriate versions were used in the present study (12, 18, 24, and 30 months) . Scores are totaled and compared with empirically derived cutoff points. Higher total scores are global indicators of children's socioemotional functioning problems (Squires et al., 2002b) .
Early family risk factors
FAMILY CONTEXT. A sociodemographic questionnaire about the child and his or her biological family was completed using information in the child's files at the institution. Information about whether the child lived with the biological family prior to institutionalization was obtained. In addition, three theoretically oriented risk composites, each comprised of four items, were created to capture sources of risk to the child in the biological-family context (cf. Oliveira et al., 2012) . Each risk condition in each composite was scored as 0 (absent) or (present); higher scores reflected greater risk. At least three items had to be available for a composite risk score to be formulated for any child:
• Prenatal risk composite: This composite assessed the presence of maternal physical disease (e.g., AIDS, hepatitis), maternal substance abuse during pregnancy, pregnancy without medical surveillance, and child premature birth.
The following risk composites were created considering only the children who had had experiences within the biological family prior to coming to the institution.
• Family-relational risk composite: This composite assessed receipt of government financial aid, domestic violence (to the children and/or between parents or other family members living in the house), family previous referral by the social workers as a risk family (based on conditions such as maltreatment, neglect, or abandonment of other children) and institutionalized or adopted siblings.
• Emotional neglect risk composite: This composite was created in an attempt to capture the likely unavailability of the maternal figure. This composite assessed whether parental neglect was the reason for the child's institutionalization, and whether the mother engaged in prostitution, in substance abuse, or suffered from psychopathology or mental retardation.
Institutional context
INSTITUTIONAL PLACEMENT AND DURATION. The date of admission and the birth date of the child were gathered from the child's case file in the institution. This allowed us to calculate the child's age at admission to the institution and the length of time in institutional care.
CAREGIVER SENSITIVITY RESPONSIVENESS. The Ainsworth, Blehar, Waters, and Wall (1978) Sensitivity/Insensitivity and Cooperation/Intrusiveness scales were used by highly trained raters to assess the quality of the caregiver's behavior during each of three semistructured and videotaped 5-min interaction episodes designed to challenge the dyad: play with toys, play without toys (following caregiver's departure, stranger entry, stranger departure, caregiver entry), and play with "difficult-to-use" toy. The ratings for the three episodes were averaged into one composite score. Interrater reliability was more than adequate (for sensitivity, ICC r ic = .91; for cooperation, ICC r ic = .90).
QUALITY OF INSTITUTIONAL CARE. Two features of the institutional care environment were measured in an attempt to capture the quality of institutional care.
• Structural and relational characteristics of the institution.
The Assessment of the Quality of Institutional Care (AQIC; Silva et al., 2010) was used to measure structural and relational aspects of the quality of institutional care, based on researchers' extensive observations during 2 years of data collection at the institutions. Three dimensions were assessed for each institution: (a) institutional resources and routines, in terms of human resources, equipment and material resources, and basic needs routines; (b) institutional relational care, including the developmental activities implemented at the institutional setting, and stability and consistency of caregiving; and (c) individualized care provided by the staff to each child, regarding their availability, sensitivity, acceptance, and knowledge about the child. The availability, sensitivity, and acceptance items were rated based on three scales in Ainsworth et al. (1978) : Availability versus Ignoring and Neglecting, Sensitivity versus Insensitivity, and Acceptance versus Rejection, respectively. The item of knowledge about the child was rated based on a scale designed by the research team .
Measurement of the first two dimensions-institutional resources/routines and relational care-was based on a Likert scale ranging from 1 (no/never present) to 3 (sometimes/somewhat present) to 5 (yes/always present). The total score for each dimension was calculated by summing ratings across items. For the third dimension reflecting individualized care, a scale of 1 (e.g., highly inacessible) to 9 (e.g., highly acessible) was used, for each of the four aforementioned items, as mentioned earlier. The total score for individualized care was calculated through the sum of the ratings of the four items. Interrater agreement was calculated based on intraclass correlations and proved more than adequate for all three dimensions of the AQIC: institutional resources and routines (ICC M r ic = .84, range = .64-.97), institutional relational care (ICC M r ic = .87, range = .75-.88), and individualized care (ICC M r ic = .79, range = .66-.91). Because this measure was developed for use with the current sample, external measures of validity were not available.
• Preferred caregiver. Based on researchers' extensive observations at the institution, the existence of an individual with whom the child had developed a special relationship was assessed. Guided by attachment theory, children's behavior toward the assigned caregiver was rated on four separate scales used to determine whether the caregiver was a "preferred caregiver:" (a) "Proximity seeking" assessed whether the child regularly and actively sought to increase proximity with the caregiver, particularly in unfamiliar or stressful situations; (b) "separation distress" assessed whether the child showed signs of anxiety or distress when left by the caregiver in unfamiliar places or with unfamiliar people or even when he or she noticed that the caregiver had ended her work shift and/or was leaving the institution; (c) "positive responsiveness" assessed whether the child responded more and in a particularly positive way to the initiatives of the specific caregiver (e.g., accepting, displaying excitement, and answering in a reciprocal way) and acknowledged the presence of the caregiver after a separation period (by looking, smiling, greeting, vocalizing, showing a toy, or approaching the caregiver); and (d) "the caregiver as secure base/secure haven" assessed whether the child used the particular caregiver as a secure base for exploration, referencing him or her frequently and, if distressed, preferentially turning to the caregiver for comfort. Each of the four scales was rated on a scale of 0 (no evidence of the described behaviors) to 2 (clear and consistent evidence). After summing ratings across the scales, the total preferred-caregiver score ranged from 0 to 8. The total score was used to make a categorical determination of whether the child had a preferred caregiver. Those children scoring equal to or greater than 7 were deemed to definitely have a preferred caregiver. Interrater agreement for the existence of the child's preferred caregiver was calculated for 9.5% of the sample and was acceptable (ICC mean r ic = .78, range = .64-.95).
RESULTS
Data analysis proceeded in a series of steps. First, simple bivariate relations (Pearson and point-biserial correlations) were examined between the social withdrawal total score and aspects of the child, family, and institutional contexts. Next, a linear regression was conducted based on the significant bivariate relations detected in the first phase of analysis. Because the presence of a preferred caregiver emerged as a predictor of social withdrawal behavior in this second phase, subsequent analyses examined, first, the potential determinants of social withdrawal so that a path analysis subsequently could be carried out linking the predictors of preferred caregiving and social withdrawal.
Predicting Social Withdrawal Behavior
No significant bivariate associations emerged between social withdrawal behavior and child or family risk factors and measures of institutional care quality (i.e., caregiver sensitivity responsiveness, resources and routines, relational care, individualized relational care). However, children who had not lived with their biological family prior to institutionalization (n = 21; 25.3%) displayed significantly less social withdrawal behaviors than did those who had lived with their families prior to institutionalization (n = 62; 74.7%), r pb = .24, p = .03. In addition, children with a preferred caregiver at the institution (n = 23; 37.1%) exhibited less social withdrawal behaviors relative to children who did not have one (n = 62; 72.9%), r pb = −.30, p = .005 (see Table 1 ). Based on these bivariate relations, a linear multiple regression was carried out using as predictors of social withdrawal behavior the two aforementioned variables that exhibited significant bivariate associations with it. The overall regression model was statistically significant, F (2, 82) = 5.77, p = .005, explaining 13% of the variance in social withdrawal behaviors (see Table 2 ), although only presence/absence of a preferred caregiver significantly predicted social withdrawal behavior, β = −.27, t = −2.53, p = .01.
Predicting Presence/Absence of a Preferred Caregiver
Discovering that absence of a preferred caregiver predicted elevated levels of social withdrawal led to analyses examining the potential determinants of presence versus absence of a preferred caregiver, including child, biological family, and institutional characteristics. As can be seen in Table 3 , bivariate associations revealed that children perceived by the caregiver as having more disturbed socioemotional behaviors were less likely to have a preferred caregiver, χ 2 (1, n = 85) = 4.86, p = .02, as were children who experienced lower quality of care in the institutional environment, as defined by the measurement of relational and individualized care, r pb = .26, p = .02, and r pb = .33, p = .002. Point-biserial correlations also revealed marginal associations indicating that the more sensitive-responsive the caregiver's care, the more likely was the child to have a preferred caregiver, r pb = .19, p = .09, with the same being true of spending more time in the institution, r pb = .19, p = .08. No significant relations between the preferred caregiver and early family risk factors were detected. On the basis of these results, a two-stage, logistic regression analysis was undertaken. In the first stage, socioemotional functioning and length of time in institutional care served as predictors of presence/absence of a preferred caregiver. The model proved significant, χ 2 (2, n = 85) = 8.79, p = .05, although only child socioemotional functioning significantly contributed to the prediction of a preferred caregiver, p = .04. Thus, children judged by caregivers to have less disturbed behaviors were more likely to have a preferred caregiver.
In the second stage of the logistic regression, institutional quality of care variables and caregiver sensitive responsiveness were included as predictors of preferred-caregiver status along with child socioemotional functioning. The overall model proved significant, χ 2 (5, n = 85) = 27.37, p = .005. Table 4 indicates that child socioemotional functioning, individualized relational care, and caregiver sensitive responsiveness individually and significantly contributed to the prediction of preferred-caregiver status. More specifically, children were more likely to have a preferred caregiver when they presented less social disturbed behaviors, experienced more sensitive-responsive care, and resided in institutions judged to offer higher quality care.
Path Analysis
The final analysis sought to tie together all significant findings reported through this point in a single model using path analysis, with preferred-caregiving status being predicted by child socioemotional functioning, individualized care, and caregiver sensitiveresponsiveness, and itself predicting social withdrawal behavior. Maximum likelihood estimation was used in calculating paths, and all three predictors of preferred-caregiver status were permitted to correlate with each other (see Figure 1) . The fit statistics for the model were adequate, with a significant chi-square, χ 2 (10, n = 85) = 3.79, p = .02, CFI = .98, RMSEA = .06. Results revealed that the better children's socioemotional functioning, the more individualized care, and the more sensitive-responsive were caregivers, the more likely the child was to have a preferred caregiver, which itself decreased the likelihood of the child showing social withdrawal behavior.
DISCUSSION
The main goal of the current study was to examine the potential influence of the quality of children's institutional experiences on social withdrawal behavior, also taking into account individual child factors and functioning and pre-institutional experiences before attributing effects to the institutional experience itself. A second objective was to explore potential determinants of the predictors of social withdrawal behavior, analyzing, again, the putative influence of individual, pre-institutional, and institutional factors.
Determinants of Social Withdrawal Behavior
Having a preferred caregiver at the institution was the only preinstitutionalization or institutionalization predictor of children' social withdrawal behavior to emerge in this inquiry. Although
TABLE 4. Prediction of the Existence of a Preferred Caregiver (N = 85)
Step structural and some relational aspects of the quality of institutional care failed to predict social withdrawal behavior, children who had the opportunity to establish a unique affective relationship with their caregiver were less likely than were those without one to be socially withdrawn. According to O'Connor et al. (2000) , institutionalized children's atypical behavior results from the lack of a consistent caregiver rather than the absence of physical resources, including adequate nutrition and medical care. In this sense, the existence of an adult with whom the child has a special relationship at the institution seems to act as a protective factor when it comes to being socially withdrawn, reducing the likelihood of such behavior. These findings would seem to be in line, then, with those of Smyke et al. (2007) , who found that "microcaregiving environment" (p. 215) predicted child functioning even after controlling for a number of child's characteristics and length of institutional care. Similarly, Ames (1997) found higher developmental ratings in postinstitutionalized children identified as favorites of the caregivers, as compared to those who were not.
How should we understand the meaning of social withdrawal? According to attachment theory, the prolonged absence of a primary caregiver, capable of stimulating and regulating the child's affect-arousal states, may result in the deactivation of the attachment system, characteristic of the avoidant pattern, excluding defensively oneself from events, feelings, and social interactions (Bowlby, 1969 (Bowlby, /1982 . In this sense, sustained social withdrawal may be considered a defensive maneuver, the primary goal of which is to downregulate the attachment system, thereby avoiding the distress caused by the unavailability of a primary caregiver (Leary & Hoyle, 2009) . Research on reactive attachment disorder (RAD) seems to have provided evidence that the absence of an attachment figure fosters social withdrawal. In a revision of the Diagnostic and Statistical Manual for Mental Disorders, fifth edition (American Psychiatric Association, 2000) , Zeanah and Gleason (2010) proposed that the two RAD subtypes (American Psychiatric Association, 2000) should be separated into distinct syndromes: (a) reactive attachment disorder of infancy and early childhood (former inhibited subtype) and (b) disinhibited social engagement disorder (former indiscriminate subtype). Based on an extensive review of research, Zeanah and Gleason contended that while disinhibited social engagement disorder is more about an abnormal social functioning, the essence of the reactive attachment disorder of infancy and early childhood, characterized by a consistent pattern of emotionally withdrawn behavior, involves the lack of a selected attachment; as a result, it also shared clinical signs with depression (Gleason et al., 2011) .
In summary, having an attachment figure in the institution may reduce the likelihood of children's displaying social problems (Smyke et al., 2002) , including social withdrawal. This is certainly consistent with classic findings showing that children from institutions where caregivers were discouraged from forming emotional attachments to the children had more behavior problems postinstitutionalization than did children from institutions where this was not the case (Tizard & Tizard, 1971) . Such data certainly suggest that relationship experience with a special caregiver in the institution affords opportunities for emotional exchanges and exploration of the environment, experiences that consequently influence child's social and interpersonal competencies.
Determinants of Presence of a Preferred Caregiver
In view of the data showing that it was the presence/absence of a preferred caregiver that seemed most important in accounting for children's social withdrawal behavior, the question arose as to why some children developed such relationships whereas others did not. Findings pertaining to this issue have underscored the dynamics of the institutional environment, the sensitive-responsiveness of the caregiver, and the characteristics of the child. To our knowledge, this is the first study to explore the etiological factors of the existence of an individual with whom the child has developed a special relationship within the institutional environment.
Recall that the presence of a special caregiver was linked with the provision of higher quality care provided by the staff, as reflected in a caregiving pedagogy involving the provision of individualized care, thereby highlighting the putative influence of the institutional socioemotional environment on the child-caregiver relationship (Muhamedrahimov, 2000) . This notsurprising result supports the idea that the way the institution is organized, in terms of its structural characteristics, may have an impact on the quality of care provided to each child and, consequently, on the caregiver-child relationship. Indeed, work by the St. Petersburg-USA Orphanage Research Team (2008) has rather convincingly demonstrated this. When structural changes were made in Russian institutions to promote the caregiver-child relationship and a family culture, quality of care improved, and so did children's social functioning.
Results of the current study also indicated that children were more likely to have a preferred caregiver when caregivers were more sensitively responsive and when children themselves manifested less disturbed socioemotional behavior. Considering a transactional perspective (Sameroff & Fiese, 1990) , children who received better quality of caregiving-in terms of individualized care and sensitive responsiveness-may improve their social and emotional functioning and, in turn, use these competences to establish a special relation with an adult in the institutional setting. Caregiving warmth, emotional support, and contingent responsiveness in the institution may contribute to the development of several skills, including the child's ability to regulate emotions and behavior (Merz & McCall, 2010) . Responsive caregiving has long been thought, after all, to support early childhood development-across mental, social, and emotional domains (Ainsworth et al., 1978; Bornstein & Tamis-LeMonda, 1989) .
Taken together, the results of this study reveal, in accordance with observations by others (e.g., Bakermans-Kranenburg et al., 2011) , that the quality of the caregiving in institutional contexts is important for socioemotional development. Likewise, the results offer support to the notion that different components of the institutional experience, and also caregiver and child characteristics, may act together (van IJzendoorn et al., 2011; Vorria et al., 2003; Zeanah & Fox, 2004) , promoting the quality of the institutional environment in terms of stable relationships and leading to better developmental outcomes in terms of less social withdrawal behaviors in institutionalized children.
Limitations
Results of the current study are generally consistent with empirical data that have chronicled negative social and emotional functioning associated with institutional rearing, as well as the etiological role of the quality of institutional care in undermining social wellbeing. Nevertheless, there are limitations to this report that should be acknowledged. First, being a cross-sectional study, information regarding children's social withdrawal behavior and institutional quality of care was available for only a single point in time. Thus, the study design limits the interpretation of results regarding the etiological roots of social withdrawal behavior in institutionalized children. Future work should be longitudinal in design, with assessments of the child's social withdrawal behavior at the time of admission to the institution and at subsequent moments, thereby affording the prediction of change over time. Such a design also would make possible the investigation of the development and formation of the preferred child-caregiver relationship.
Another limitation of this inquiry was that information on the families of origin was based on case reports-that routinely have missing information. This is particularly true if a problem was not observed, leaving coders unable to be sure that a given problem was indeed absent. Hence, in future research, a more comprehensive screen for the child's familial experiences prior to coming to the institution would be preferred.
Clinical Implications
Despite those limitations, the findings of the present study have some important implications. First, this work, by focusing on a relatively neglected aspect of social functioning in recent research on institutionalization, highlights the apparent influence of a special caregiver-or lack thereof-on children's emotional and social development, even when basic physical and health needs appear to be met. Nonetheless, associations between social withdrawal behaviors and inhibited and disinhibited types of reactive attachment disorder as well as other developmental phenomena deserve further exploration, both during and after institutionalization. In addition, further research about the effects of a clinical intervention in sustained withdrawal behavior is essential, contributing to an evidence-based description of the problem.
Second, and regarding the establishment of a special relationship with a caregiver in an institutional setting, results of the current study point to the need of considering the influence of diverse risk and protective factors, within a broader picture in which the mutual influences of individual (child and caregiver) and contextual variables are taken into account. Finally, efforts should be carried out to improve the quality of care provided at the Portuguese institutions, such as the implementation of organized interventions (St. Petersburg-USA Orphanage Research Team, 2008) focused on institutional structure, staff training, and the improvement of the relationship between institutionalized children and their caregivers.
